Magnetic resonance scan indicating renal metastasis in mastoid process of left temporal bone 1, Figure 2 Plain mastoid view X-rays showing translucency of the left mastoid process indicative of bone erosion seen at the Mayo Clinic only 9 were secondary5: metastatic disease arises from breast, lung, kidney, prostate and stomach in decreasing order of frequency6. The presenting symptoms include purulent otorrhoea, fluctuant postauricular swelling, facial nerve paralysis, otalgia, vertigo and tinnitus7.
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These secondary tumours in the temporal bone tend to present late because tumour emboli from the primary malignancy lodge in the marrow-containing parts of the petrous bone, usually around the internal auditory canal.
The adjacent marrow spaces are then infiltrated by tumour, with subsequent vascular extension into the mastoid air cell system. The tubotympanic space and often the external auditory canal are then invaded via subepithelial vascular communications. Perineural spread may also occur8, and the mass often becomes infected, as in this case.
In a series of 148 reported cases of temporal bone metastasis only 11 were from the kidney6. This case offers a lesson in the necessity of prompt and full investigation of patients when apparently straightforward clinical situations are complicated by recurrent features. In addition it reminds those of us in surgical specialties of the need to maintain vigilance for disease in parts of the body remote from our usual territory. epigastric pain. His blood pressure was 100/60 mmHg and heart rate 1 10 beats per minute. On examination there was a pulsatile epigastric mass, although there was no bruit. Slight congestion and oedema of the lower limbs suggested the possibility of an aortocaval fistula. The patient's condition stabilized rapidly after administration of 1 litre of crystalloid and he was transferred to the radiology suite for a dynamic computerized tomography scan with intravenous contrast. The leaking abdominal aortic aneurysm was displayed, with a communication between the aneurysm and the inferior vena cava (Figure 1 ). Laparotomy confirmed a moderate retroperitoneal haematoma arising from an 8 cm infrarenal aortic aneurysm. After initial control of the aorta and iliac arteries, the inferior vena cava above the aneurysm and the common iliac veins below were controlled. The aortic cross-clamp was placed, and from this moment the central venous pressure dropped and the patient started to make urine. The aneurysm sac was opened and, after evacuation of thrombus and debris, the vena cava was repaired from inside the lumen of the aneurysm before removal of the venous clamps. A routine infrarenal tube repair of the aorta was then performed. The patient returned to intensive care on ventilation but required no inotropic support. He became fit for transfer to convalescent care about three weeks later. COMMENT Elective aneurysm repair carries a low 30-day operative mortality of about 4%, and restores patients to a normal life expectancy. With ruptured aneurysms the surgical results are much worse, especially if the condition is initially misdiagnosed2. The patient in this report had the triad present in 50% of patients with ruptured aortic aneurysm acute abdominal pain, hypotension and pulsatile abdominal mass. Sudden abdominal pain, present in 94% of cases, is associated with back pain in 50%. The most common misdiagnoses include ureteric colic, diverticulitis, gastrointestinal haemorrhage and lumbar spine disease. Appendicitis, constipation, colon cancer and isolated scrotal pain are other incorrect diagnoses that have led to fatal delays in appropriate therapy.
Patients with spontaneous rupture into the vena cava may present with high-output cardiac failure, cardiomegaly, a pulsatile mass, a continuous abdominal bruit, hypotension, oliguria or back pain4. Investigations must be done quickly, since development of hypotension worsens the prognosis. However, a definite preoperative diagnosis of aortocaval fistula makes operative management easier5 6. Control of the vena cava above and below the fistula can be obtained before the aneurysm sac is opened. This reduces blood loss and facilitates insertion of sutures to close the fistula, since digital control within the aneurysm sac is not required. The technique also lessens the chance of embolization of atheroma, thrombus or air from the open aneurysm sac. The aorta is then repaired with a standard vascular graft. Current high-quality radiological imaging clearly demonstrates the presence of the aortocaval fistula and allows peroperative precautions to be observed. Contrast tomography is indicated in haemodynamically stable patients with known or suspected aneurysms, especially when an aortocaval fistula is may be present.
